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Abstract
Background: Medical Assistance in Dying, also known as euthanasia or assisted suicide, is expanding
internationally. Canada is the first country to permit Nurse Practitioners to provide euthanasia. These
developments highlight the need for nurses to reflect upon the moral and ethical issues that euthanasia
presents for nursing practice.
Purpose: The purpose of this article is to provide a narrative review of the ethical arguments surrounding
euthanasia in relationship to nursing practice.
Methods: Systematic search and narrative review. Nine electronic databases were searched using
vocabulary developed from a stage 1 search of Medline and CINAHL. Articles that analysed a focused
ethical question related to euthanasia in the context of nursing practice were included. Articles were
synthesized to provide an overview of the literature of nursing ethics and euthanasia.
Ethical Considerations: This review was conducted as per established scientific guidelines. We have
tried to be fair and respectful to the authors discussed.
Findings: Forty-three articles were identified and arranged inductively into four themes: arguments from
the nature of nursing; arguments from ethical principles, concepts and theories; arguments for moral
consistency; and arguments from the nature of the social good. Key considerations included nursing’s
moral ontology, the nurse–patient relationship, potential impact on the profession, ethical principles and
theories, moral culpability for acts versus omissions, the role of intention and the nature of the society in
Corresponding author: Barbara Pesut, School of Nursing, Canada Research Chair in Health, Ethics, and Diversity, The University of
British Columbia, Okanagan, 1147 Research Road, Kelowna, BC, Canada V1V 1V7.
Email: barb.pesut@ubc.ca
Nursing Ethics
1–16
ª The Author(s) 2019
Article reuse guidelines:
sagepub.com/journals-permissions
10.1177/0969733019845127
journals.sagepub.com/home/nej
which euthanasia would be enacted. In many cases, the same assumptions, values, principles and theories
were used to argue both for and against euthanasia.
Discussion: The review identified a relative paucity of literature in light of the expansion of euthanasia
internationally. However, the literature provided a fulsome range of positions for nurses to consider as they
reflect on their own participation in euthanasia. Many of the arguments reviewed were not nursing-specific,
but rather are relevant across healthcare disciplines. Arguments explicitly grounded within the nature of
nursing and nurse–patient relationships warrant further exploration.
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Background
Medical assistance in dying
Medical Assistance in Dying was legalized in Canada in 2016 by an amendment to the Criminal Code that
removed its prohibition. This legalization, which allows Nurse Practitioners to be both assessors and
providers of Medical Assistance in Dying, was the catalyst for the current review. Under the Canadian
legislation, two actions to medically aide the dying are permissible: (1) administering a substance to a
person at their request that causes their death (commonly referred to as euthanasia) or (2) prescribing or
providing a substance to a person at their request so that they may self-administer the substance and in so
doing cause their own death (commonly referred to as assisted suicide).1 To date, seven countries around the
world offer a type of euthanasia.2 As in Canada, the Netherlands, Belgium, Columbia and some US states
have adopted assistance in dying into law. In others (i.e. Switzerland, Luxembourg), medical procedures
that aid-in-dying have been decriminalized or are allowable under certain, predetermined circumstances.2
In Canada, the term Medical Assistance in Dying was chosen carefully to reflect Canadian context and
values. However, terminology around the world varies to reflect the specific practices in that country. For
example, physician-euthanasia is the terminology used in the United States, a termwhich reflects the limits of
a client-administered death. Euthanasia is the term used most commonly in the international context. Spe-
cifically, euthanasia is defined as an ‘active and intentional act of putting to death, in a relatively painless way,
of persons suffering severely frommedical conditions that are incurable, untreatable, or irreversible . . . at that
person’s explicit request’ (para. 1).3 In this article, the term euthanasia will be used to represent euthanasia,
medical assistance in dying and assisted suicide or physician-euthanasia.
Euthanasia in relationship to nursing practice
The legalization of euthanasia has presented regulated nurses with a complex array of ethical and moral
decisions as they relate to determining one’s level of involvement in this new care option. At one end of the
spectrum is full conscientious objection, whereby nurses choose to be relieved of all care for reasons related
to preserving moral integrity. At the other end of the spectrum is full involvement in the euthanasia process.
In between are levels of involvement in care which may, or may not, be directly related to the actual
provision of euthanasia (e.g. ongoing care for persons receiving euthanasia and bereavement support for
family).4 Although the right for nurses to conscientiously object is enshrined in Canadian law,1 regulatory
policies specify that this act cannot be taken lightly. For example, the regulatory document for nurses in
Manitoba suggests that a position of conscientious objection should only be taken based upon long and
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deeply held values and beliefs.5 Furthermore, nurses have a commitment to proactively inform employers of
their conscientious objection, preferably prior to the start of a new employment contract.4 In Canada, health
region policies may require nurses to remain involved in euthanasia in non-related care even if they do
conscientiously object to euthanasia. This requires nurses to engage in thoughtful and dedicated periods of
reflection about their ability to participate, or not, in euthanasia.
Evidence from nurses’ experiences with euthanasia in countries outside of Canada suggests that this can be
a rewarding, albeit morally complex, ambiguous and emotionally laden experience.6 A recent publication
detailing nurses’ involvement with euthanasia in the first 6 months of its implementation in the Canadian
context offered similar findings.7 In light of the moral and ethical complexity of this act, a number of authors
have encouraged nurses to engage in discussions around euthanasia.8,9 To do so, nurses require knowledge of
the issues they should be considering, time to reflect on the breadth of the issues at hand and a substantive body
of literature to draw upon to stimulate reflection. The most recent review of the ethical literature we could
locate was published in 2009. This was an arguments-based review of the ethical literature and nurses’
involvement in euthanasia (1987–2007).10 Our article provides a narrative review of the ethical arguments
surrounding euthanasia in relationship to nursing practice which includes papers published up to 2018.
Methods
The sources we have drawn on for this article are part of a broader systematic search of the literature focused
on the policy, practice and ethical implications of euthanasia for nursing. This broader search was conducted
following the principles for systematic reviews developed by the Joanna Briggs Institute.11 Nine electronic
databases (Table 1) were searched by an information scientist (R.J.) using strategies developed through
consulting team members and previously published reviews on this subject.12,13 Before being finalized, the
strategies were refined through a stage 1 search ofMedline and CINAHL and peer reviewed using the PRESS
Checklist.14 A copy of the final strategy used inMedline is available in the supplementary material. A total of
6715 articles were retrieved and loaded into EPPI-Reviewer where duplicates were identified and removed
leaving 3352 unique articles for review. To be included in the broader review, articles had to address policy,
practice or ethical implication of euthanasia for nursing. No date restrictions were set. Non-English language
articles were excluded, although a count of the non-English language articles was kept to evaluate the degree
of bias inherent in the review (see Figure 1 for a PRISMA flow diagram).
This article focuses on the sub-set of literature that discussed the ethical implications of euthanasia for
nursing. To be eligible for this review of the ethical literature, the article had to (1) answer a focused ethical
inquiry in relation to euthanasia and (2) make explicit application to nursing practice. For example, if an
Table 1. List of electronic databases searched (31 August 2017).
Database Results
Medline 1987
Embase 2352
Database of Abstracts of Review and Effects (DARE) 1
Ageline 138
PsychINFO 438
CINAHL 1555
Social Services Abstracts 47
Sociological Abstracts 77
ProQuest Dissertations and Theses Global (Search conducted 5 September 2017) 120
Total 6715
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author simply provided an overview of some of the ethical issues related to euthanasia, it was excluded. On
the contrary, if an author provided a robust analysis of the ethical implications of euthanasia in relation to
nursing, even if the author did not argue to a particular conclusion, it was included. To ensure the reliability
of the screening in accordance with these criteria, articles were screened by two investigators after estab-
lishing an inter-rater reliability rating of 90%.
Articles were then analysed using the process of narrative review. Narrative reviews seek to map
complex bodies of literature for the purposes of conveying not only the depth and breadth of a field of
study, but also the ‘reasons why it has been studied in a particular way, the interpretations that have been
made with respect to what we know about it, and the nature of the knowledge base that informs or might
inform clinical practice’ (p. 3).15 Unlike argument-based reviews designed to ask and answer focussed
ethical questions based upon the quality of the arguments,16 the goal of a narrative review is to provide a
map of the scholarly work, alongside interpretation and critique.15 As such, our focus in this review was on
better understanding how nursing ethical discourse has chosen to approach the subject of euthanasia by
surveying the arguments put forward rather than by directly answering the question of whether euthanasia is
an ethical good in the context of nursing practice.
Forty articles focusing on ethical issues related to euthanasia in the contextof nursingpracticewere identified
and formed the basis of this narrative review. An additional three articles were identified through backward and
forward searching and through theprocess of hand searching tables of contents of relevant journals (e.g.Nursing
Ethics). A data extraction table (see supplementary material) was created that included authors, date, country,
definition of euthanasia used and the focused ethical question addressed. The next step of this narrative review
was to do a critical analysis of these articles to determine the current knowledge around nursing ethics and
euthanasia. These articles were thematically categorized based upon the nature of the questions and the argu-
ments used to address those questions. This process took the form of a qualitative inductive analysis. To begin,
questions and arguments contained within the included articles were extracted by two investigators (M.G. and
B.P.). Extracted data were then placed on an analysis map to look for commonalities within and between the
ethical questions and arguments. Once the data were grouped within categories that shared common features,
descriptors were assigned to the groupings to construct the thematic categories. Articles that contained ethical
questions and arguments that overlapped categories were assigned to multiple themes.
Findings
Of the 43 articles identified, the majority originated from the United States (see Table 2) and were published
between 1995 and 1998 (see Figure 2). Relatively few articles were published within the last decade. The
findings will be presented using the four thematic categories developed as a result of the analysis: the nature
of nursing; ethical principles, concepts and theories; moral consistency; and the nature of the social good.
Here, in keeping with the intent of narrative review methodology, we provide an overview of the kinds of
arguments that were raised within the body of literature in relation to each thematic category.15
Table 2. Countries of studies’ origins (N ¼ 43).
Country Number of studies, n (%)
United States 24 (56%)
United Kingdom 12 (28%)
Australia 3 (7%)
Canada 3 (7%)
New Zealand 1 (2%)
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Nature of nursing
Twenty-three articles provided ethical arguments for and against euthanasia based upon the nature of
nursing. Of these 23 articles, 14 focused exclusively on a nursing standpoint and nine discussed the nursing
standpoint alongside other arguments (e.g. principle-based, societal consequences). Eleven articles did not
take a position in relation to euthanasia, nine argued against and three argued for. Three assumptions about
Records identified
through database
searching
(n = 6715)
Additional records
identified through
other sources
(n = 90)
Records after duplicates removed
(n = 3352)
Records Screened
[on title & abstract]a
(n = 3352)
Records Excluded
[on title & abstract]
(n = 2573)
Full-text articles
assessed for
eligibilitya
(n = 779)
Full-text articles
excluded
(n = 736)
Studies included in
this narrative ethics
review
(n = 43)
Figure 1. PRISMA flow diagram for broader systematic search of the literature.
aScreening of the ethics literature was conducted at the same time as the broader review (which included a focus on the
policy, practice and ethical implications of euthanasia for nursing).
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the nature of nursing were used to position arguments related to euthanasia: the nature of nursing’s moral
ontology; nurses’ unique relational space with patients; and the consequence of euthanasia on nurses’
personhood and nursing as a profession.
The first set of assumptions concerned the nature of nursing’s moral ontology. As Mathes17 asked, ‘is
there something intrinsic to the nursing role that makes it ethically impermissible for a nurse to aid a patient
in committing suicide even if the suicide itself were ethically acceptable?’ (p. 262). For example, in arguing
against euthanasia, Ferrell and Rivera (citing Coyle)18 appealed to nursing’s tacit values of alleviating
suffering, preserving dignity, addressing meaningfulness, guarding sanctity of life and acting with compas-
sion.19 Compassion was commonly cited as a foundational and enduring nursing value that could be used to
argue both for and against euthanasia.20–22 This ontological morality of nursing was further described as
altruistic beneficence in which the nurse’s goal is to work on behalf of the good of their patients and to avoid
doing harm; again an argument that could be used to support positions both for and against euthanasia.20,23
These values were accompanied by moral goals of practice that included improving patient quality of
life;19,22 healing;17,22,24–26 and preserving, protecting and respecting life.24,27,28 Those against euthanasia
argued that euthanasia, as the act of killing, is a violation of this ontological morality and so nurses should
not take part. In taking part, nursing as a discipline would be perceived as killers rather than healers resulting
in the erosion of public trust.20,27,29,30
However, in defence of euthanasia, White31 argued that this ontological morality is subject to inter-
pretation. She stated that there is justified harm in the context of nursing practice, that nursing’s social trust
might include euthanasia if the public sees it to be in its best interest and that euthanasia could be viewed as
relieving pain and suffering. As such, White argued that, although there may be an ontological morality,
how that morality works itself out in practice is subject to interpretation. This argument was revealed in the
way that authors used common concepts, such as compassion, to argue for different end points.
Figure 2. Frequency of publications (by year).
aIncrease in publications between the years of 1995 and 1999 may be attributed, in part, to the legalization of assisted
suicide in Oregon, USA (Death with Dignity Act, 1997).
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Likewise, Newham32 argued against an ‘internal morality’ (p. 109) of nursing on the basis that there is no
agreed upon outcome or ‘end of nursing’ (p. 115). Without a definitive end of nursing, it is impossible to
have an internal morality robust enough to address challenging ethical problems. Rather, he suggested that
any claim to an internal morality is most useful as a ‘heuristic for people entering the profession of nursing’
(p. 115). Ultimately, he argued that the ‘moral agent is and must be one person’ (p. 115).
Others questioned whether the moral ontology of nursing remains stable or should respond to social
change. For example, in arguing against euthanasia, McCabe25 suggested that nurses must resist a social
contract in which nursing becomes nothing more than a profession which adheres to patient wishes in the
guise of autonomy. Without explicitly arguing a position in regard to euthanasia, Thiele and Dunsford26
argued that nursing’s ontology needs to be fluid in response to a changing world.
A second set of assumptions that had implications for nurses’ ethical relationship to euthanasia was the
nature of the nurse–patient relationship. Several authors opposing euthanasia argued that nurses have a
unique relationship with patients because of the intense and continuing nature of their interaction. This
relationship was characterized as genuine, caring, founded on mutual respect and inclusive of family as the
unit of care.19 Exemplary relationships are characterized by nurses’ abilities to see patients as persons, by
the ability to generate meaning for both patients and nurses,33 and by a duty of promise-keeping or
faithfulness.34 Without coming to a position, Wurzbach discussed the implications of nurses being the ones
who ‘stay with patients’35 during the dying process. Furthermore, nurses are viewed as ‘chief witnesses’19
in that they can understand the context within which patients make medical decisions19,36 and so can
advocate on behalf of their patients to the larger team.19,36 However, this unique relationship was seen
to have unique challenges in the context of euthanasia. Young,37 citing Jameton,38 described this as the
‘nurse in the middle’ (p. 12) phenomenon whereby nurses have a responsibility for care that does not match
their power to influence decisions about care. In the context of euthanasia, she acknowledged the paradox
that although nurses do not order medication for symptom management, they are in the position of deliver-
ing and titrating that medication to alleviate suffering. A nurse in the middle may be the ‘chief witness’19 to
suffering without the means to relieve that suffering. As such, euthanasia may have unique moral impli-
cations for nurses. The acknowledgement of this special relationship between nurses and patients was used
to argue both for30,36 and against19,33 euthanasia.
The third assumption in this body of literature was the potential impact that engaging in euthanasia could
have on the nursing profession and on nurses’ personhood. In her argument for euthanasia, Young37
suggested that a nurse’s integrity is an essential part of professional practice. As such, nurses must do the
difficult work of examining ‘competing demands carefully and making decisions that are congruent with
their personal beliefs and within professional guidelines’ (p. 12). Beyond that, she argued that professional
integrity must support patient self-determination and hence, requests for euthanasia. In contrast, Zimbelman
and McCabe39 argued that professionalism means much more than simply supporting autonomy through
state-enacted legislation. Arguing against euthanasia, Zimbelman suggested that nursing is a social insti-
tution whose ‘power, status, [and] role’ (p. 164) in society must transcend both individual interests of its
practitioners and private choices of patients.40 Without arguing a position in relation to euthanasia, other
authors suggested that euthanasia may have consequences that could exacerbate the sense of failure and loss
that nurses often feel after a patient death,41 or harm nurses if their values and beliefs are challenged or
ignored,21 which in turn, can affect the nature of the nurse–patient relationship.
Ethical principles, concepts and theories
Eighteen articles drew upon ethical principles, concepts and theories to provide arguments for or against the
ethical permissibility of euthanasia in the context of nursing practice. The majority of articles grounded
ethical arguments and discussions in one or more of the four main tenets of biomedical ethics: autonomy,
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beneficence, nonmaleficence and justice.42 Four authors argued in support of euthanasia, six were in
opposition and the remaining eight authors took no position. Articles that provided a descriptive overview
will be addressed first, followed by articles that argued using principle-based ethics and finally, articles that
drew upon ethical theories, such as consequentialism, virtue ethics, relational ethics and care ethics.
Four articles addressed focused ethical questions by providing a descriptive landscape of the ethical
principles, concepts and theories that are being discussed in the existing literature on euthanasia in the
context of nursing practice.43–46 Interestingly, the majority of arguments raised within this body of literature
presented what Snelling47 would call ‘intuitive arguments’; opinions related to ‘feelings’, such as mercy,
‘understanding that sometimes death is preferable to life’ (p. 352), respecting autonomy, and, conversely,
‘the feeling that it is wrong to kill’ (p. 352). All four articles incorporated – to varying degrees – Beauchamp
and Childress’42 principles for biomedical ethics into their respective discussions on euthanasia from a
nursing perspective. In two of the four articles, the main tenets of biomedical ethics were presented in a way
that elucidated the tension and malleability that exists within and between the principles.43,46 For instance,
Benedict et al.43 highlighted the tension that exists between respecting an individual’s autonomous decision
to request euthanasia and upholding one’s professional duty to prevent harm. Other ethical issues raised
included arguments related to ethical concepts, such as the sanctity of life, quality of life, suffering, pain
management and the ‘slippery slope’.i,44,45
Nine articles drew upon principles of biomedical ethics to construct arguments for and against the
justification of euthanasia in the context of nursing practice. Most often, arguments in favour of euthanasia
were grounded in rights-based language; for example, the ‘right to die’, the ‘right to self-determination’,48
or the ‘right to die with dignity’.49 A number of authors argued that upholding an individual’s right to die
fosters human flourishing and in turn, facilitates a dignified and autonomous death.21,48,50,51 These argu-
ments can be summarized by the perspective that respect for persons requires respect for individuals’
autonomous decision-making.21 Such arguments are predicated on the belief that individuals’ ‘own’ their
death, just as they have ‘owned’ their life.21,50,51 For instance, Farsides51 argued that requests for euthanasia
are not an indication of failure of healthcare professionals’ abilities to provide care, but rather an expression
of autonomy or the right of an individual to make a ‘choice that they consider consistent with the person that
they are and the life that they have led’ (p. 104). However, despite a firm commitment to upholding patient
autonomy, a number of authors acknowledged and indeed emphasized, that the principle of autonomy ought
not to be considered in isolation, such that it is seen without any limits.21,50 For example, Begley,50 as well
as Kopala and Kennedy,21 emphasized that, in upholding a patient’s autonomous decision to participate in
euthanasia, the autonomy of the healthcare provider who is involved in caring for that patient must also be
respected. As Begley50 stated, ‘ . . . consenting adults should not be prevented from availing themselves of
beneficent voluntary active euthanasia if another consenting [emphasis added] adult (a medical doctor) is
available and capable of carrying out their wishes’ (p. 224). This perspective takes into consideration that
the involvement of at least one other person is required should an individual seek to end his or her life
through euthanasia.52
Conversely, a number of authors provided arguments in opposition to euthanasia, using the principle of
autonomy to highlight their view that other biomedical principles, such as nonmaleficence and benefi-
cence,21,53,54 can outweigh an individual’s claim to self-determination. For instance, in an argument against
the absolutism of autonomy, and in particular, against obligations to always fulfil autonomous requests,
Friend53 argued,
[i]ndividual autonomy is not a supreme ethical doctrine and does not deserve to be weighted more heavily than
the physician’s duty to ‘above all do no harm’. Although respect for patient self-determination is important,
especially when deciding to withhold and withdraw life-sustaining treatments, it does not mandate a right that
others help them end their lives. (p. 115)
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As reflected in the passage above, arguments against the absolutism of autonomywere often grounded in the
assumption that individuals exist, and indeed, thrive, within a constellation of relationships.21,53,55 Follow-
ing this line of reasoning, an individual’s decision to pursue an euthanasia significantly affects those around
them and, as such, ‘ . . . cannot be a purely private decision’ (p. 23).21
Kopala and Kennedy,21 Kowalski,29 and King and Jordan-Welch54 put forth arguments which refuted the
claim that requests for euthanasia are part of a truly autonomous and rational decision-making process. For
example, instead of seeing requests for euthanasia as extensions of a patient’s right to self-determination,
King and Jordan-Welch argued that an individual’s true autonomy is upheld when nurses help patients to
find meaning in life even in times of suffering and when nurses explore questions such as ‘why is the patient
asking for assistance in dying?’ (p. 52).54
Five articles drew upon ethical theories to discuss euthanasia in the context of nursing practice. Two
authors raised consequentialist arguments.47,56 Snelling47 discussed the contradictory nature of absolute
deontological positions (i.e. referring to the law in the United Kingdom), which claim that consideration of
consequences cannot justify killing in the form of euthanasia because it is always morally wrong to kill an
innocent life. In particular, he contended that the credibility of the prohibition against euthanasia depends on
distinguishing it from other legally and morally sanctioned end-of-life care practices (i.e. omissions, refusal
of extraordinary measures or letting die). These distinctions depend on consequentialist considerations so it
is inconsistent to claim that the prohibition on euthanasia cannot consider consequences. Snelling47 argued
that just as increased doses of opioids (at levels that are potentially life-shortening) can be morally and
legally acceptable under certain conditions, so might be an injection of potassium chloride (i.e. a lethal
injection). In each circumstance, the consequences have been weighed, a thoughtful decision to shorten the
individual’s life has been reached, and in the end ‘the consequences are the same’ (p. 356).47 In contrast,
Praskwiecz55 focused on the sub-category of assisted suicide, which she defines as requiring ‘both patient
request and patient action’ (p. 37), to contrast to some forms of euthanasia. She55 contended that somemoral
justification for assisted suicide might be provided by act utilitarianism – a consequentialist theory whereby
the consequences of an action are weighed in the context of a particular situation. Praskwiecz55 argued that,
because the consequences of legalized assisted suicide are difficult to fully understand and predict, rule
utilitarian analysis cannot determine whether legalization would lead to ‘maximum balance of good over
evil’ (p. 38)54,55 and, thus is ethically unjustified from a rule utilitarian perspective. Praskwiecz55 further
argued that assisted suicide could not be justified by Kantian or natural law theories, and concluded that
nurses should focus on other approaches to improving end-of-life care.
From another ethical perspective, Begley57 suggested that, in comparison to a strictly principled
approach to analysis, a virtue ethics approach to analysing euthanasia widens the field of moral appraisal.
Indeed, she argued that in virtue terms, euthanasia facilitates ‘eudaimonia (living well, flourishing) because
dying is a life event, and not dying well frustrates the goal of flourishing and well-being for both client and
professional’ (p. 441).57 In a different, albeit not entirely unrelated argument, Rich and Butts58 suggested
that coherence in ethical positions opposing and supporting euthanasia can be achieved through an ethic of
care. In opposition to a more legalistic approach inherent in absolutist principles, an ethic of care invites
nurses and other healthcare providers to consider ‘where boundaries lie in the imposition of one’s morality
on others’ (p. 275)58 when we ‘care’ for another person. For instance, if the act of caring involves ‘feeling
with’ the other (Noddings,59 as cited in Rich and Butts),58 euthanasia can be ethically justified if the actions
of the individual requesting aid in dying are rational and do not infringe on the rights of others.58 Finally, in
an application of the four core elements of relational ethics – mutual respect, engagement, environment and
embodiment – Thiele and Dunsford26 argued not about the ethical or moral permissibility of euthanasia, but
rather, how relational ethics can provide nurses and nurse leaders with a framework for thinking through the
moral complexity that has accompanied the legalization of euthanasia in Canada.24
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Moral consistency
Seven articles examined the ethical permissibility of euthanasia from the perspective of moral consistency
across acts. Such arguments sought to elucidate the moral difference, if any, between one practice and
another related practice. Five authors sought to clarify the moral distinction between a ‘passive’ and ‘active’
euthanasia through an examination of the role of causation, and more specifically, the philosophic differ-
ences between ‘killing’ and ‘letting die’,41,47 and in some cases, using the acts and omissions doc-
trine.47,52,60,61 In addition, a number of authors examined the role of intention – either in isolation or
alongside other arguments.47,52,56,61 From the standpoint of consistency (i.e. if one type of euthanasia is
ethically justified, then why isn’t the other), five of the seven authors argued in support of euthanasia, one
author argued against and another author did not take a position on the topic.
Several articles sought to elucidate the moral difference between ‘killing’ versus ‘letting die’47,62,41 or,
as Dines60 refers to it, ‘killing’ versus ‘going along with nature’. Such arguments often centred on the
ambiguous nature of what ‘letting die’ or ‘going along with nature’ entailed, and in particular, how it is
morally distinct from an act that also causes death, albeit in a more direct way. For instance, Dines60 argued
that the moral distinction between causing death and ‘going along with nature’ is not a ‘water tight
barometer of moral acceptability’ (p. 914), and that if it were, then many attempts to redress suffering
(i.e. pain and symptom management) would be immoral as a result of their unnatural interference with the
dying, or indeed living, process. Kuhse62 argued to a similar position; however, she arrived at more of a
direct conclusion,
youmay refuse treatment and then ‘nature’ will look after the rest – you will be dead in a few hours, a few days, or
at the very latest in a few weeks, [this] is an approach unfit for a humane and rational society. It imposes on those
patients a mode of dying that they find unacceptable, much unnecessary suffering, and all that for no good reason.
(p. 12)
Several authors situated the ‘killing’ versus ‘letting die’ argument within the acts and omissions
doctrine.63 Central to this doctrine is the belief that sometimes we are morally less responsible for our
omissions – our failures to take action – than we are for our actions.64 Central to this debate is the
question of if you consider an action and do not act, is that then an omission or an action? Four
authors examined the validity of the ethical and moral arguments inherent in the acts and omissions
doctrine.47,52,60,61 For instance, through the evaluation of three different approaches to one case-based
scenario, Begley50 questioned whether there is a morally significant difference between an act and an
omission. She argued, much to the same conclusion as Dines60 and Moody,61 that if the initial and
end states of the patient are the same (i.e. they are dying (initial); they are dead (end)) and that the
actions or inactions of the healthcare provider are what rendered the patient into that end state, then
what is the morally significant difference between an act and an omission? The argument here is that
because the beginning and end states are the same, and the healthcare provider is the agent involved
in the intervening performance, then the healthcare provider is the ethically responsible agent. Beg-
ley,50 Dines,60 and Moody61 all argued that the acts and omissions doctrine does little to clarify a
moral distinction between an act and an omission, thereby failing to distinguish a morally significant
difference between passive euthanasia and active euthanasia on the sole basis of causation. This
conclusion was later echoed by Snelling,47 who, like Moody,61 argued that in practice it may also
be difficult to differentiate between acts and omissions. For instance, Snelling47 illustrated how the
removal of a feeding tube can be regarded as both a case of passive euthanasia (i.e. withdrawing care;
‘letting die’) and a case of active euthanasia (i.e. ‘killing’). This would lend further support to the
need for moral consistency across practices for, as Moody61 pointed out,
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it is apparent that omissions can be just as effective as actions in terms of bringing about change . . . (t)he fact that
one response was passive and the other active seems to have little bearing on the moral assessment of the
situation. (p. 913)
Indeed, should a moral distinction exist, additional factors, such as the role of intention, must be taken into
consideration.
Four authors examined the role of direct versus indirect intention, and more specifically, the doctrine of
double effect.47,52,56,61 The doctrine of double effect seeks to describe the circumstances in which harmful
actions (or omissions) are permitted ‘in the overall pursuit of good’ (p. 355).47 However, in order to satisfy
these requirements – so as to justify the ‘two effects of one act (or omission)’ (p. 870)52 – the following
conditions must be met:
1. The action itself must not be intrinsically bad; 2. The good effect must not be a direct consequence of the bad
effect; 3. The good effect must be ‘directly intended’; the bad effect only ‘indirectly intended’, or ‘tolerated’; 4.
The good effect must be equal to or greater than the bad effect. (p. 85)65
This would be exemplified by the nurse who provides large doses of opioids to manage pain, but through
that act unintentionally hastens death. In the context of this body of literature, Goodman56 argued that the
intent to kill inherent in euthanasia is not only what makes it a morally unacceptable choice but also what
makes it morally distinct from actions sanctioned under the doctrine of double effect. However, Begley,50
Moody,61 and Snelling,47 argued that the morally significant difference between direct and indirect inten-
tion is not easily identifiable if both acts lead to death. In defence of moral congruence, Snelling47 suggested
that the doctrine of double effect ‘allows us to deflect moral criticism and legal redress by arguing that we
did not intend the death’ (p. 355), thus encouraging a particular type of hypocrisy. The argument that there is
no morally significant distinction between direct and indirect intention or causation is a rejection of the
doctrine of double effect as a valid ethical principle.
Nature of the social good
Six articles raised ethical questions in relation to the possible impact that the legalization of euthanasia
might have on society more broadly. By ‘social good’, we are referring to what is perhaps more commonly
known as ‘the common good’: ‘those facilities – whether material, cultural or institutional – that the
members of a community provide to all members in order to fulfill a relational obligation they all have
to care for certain interests that they have in common’ (para. 1).66 Four of the six articles argued against
euthanasia based upon the nature of the social good, while two articles did not take a position on the topic.
Articles in this theme focused on questions such as ‘does assisted suicide harm society?’ (p. 22).21
Central to many of these arguments was an exploration of the existing social context upon which euthanasia
would be layered. For instance, authors examined how existing social fragilities, such as vulnerable
populations,21,27,46,67 fragmented healthcare teams,67 threats of cost containment,18,21,27,67 poor public
understanding of euthanasia,67 and perceptions of burden at the end-of-life,21,27,67 would be affected should
euthanasia be legalized. A number of articles examined the intersection of such concerns. For instance,
Ericksen et al.67 argued that in an era of cost containment, euthanasia policies put vulnerable groups, such as
the disabled, women, older people and the impoverished, at an ever-heightened risk for exploitation and
harm. The authors stated, ‘there is a very real danger that patients and their family members will opt for
euthanasia because of inadequate resources for care rather than because of well-informed, autonomous
decision-making’ (p. 32).67 This concern for resources was echoed by Goodman56 who situated her argu-
ment within the good of palliative care. She questioned the rightness of alleviating suffering through
euthanasia when many patients and families do not have access to high-quality palliative care or understand
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its goal of improving quality of life. Throughout these articles, there was a recognition of the complexity of
interacting factors that would ultimately influence the goodness of euthanasia in a social context.
Discussion
In this narrative review, we have analysed the ethical arguments surrounding euthanasia in relationship to
nursing practice based upon the nature of nursing; ethical principles, concepts and theories; moral consis-
tency; and the nature of the social good. In the literature reviewed, arguments based within the first three
categories were used to argue both for and against euthanasia. The latter category of the nature of the social
good contained only arguments against or reflecting no opinion towards euthanasia.
Several limitations characterize this review. In that this was a review of published papers that asked and
answered a focussed ethical question, there was no attempt to formally evaluate the overall robustness of
this body of literature, although papers without a focussed ethical question were excluded from the review
from the outset. Furthermore, only English language literature was reviewed. Another limitation of this
review stems from our decision to not differentiate in the analysis between articles that addressed physician-
assisted suicide from those that addressed euthanasia. One could argue that the ethical issues surrounding a
clinician-administered death (euthanasia) might be quite different than a client-administered death (assisted
suicide). To aid the reader in deciding whether this is relevant, we have included relevant definitions in the
data extraction table. Interestingly, we were unable to locate any articles originating from the Netherlands,
Belgium or Luxembourg. This may have been related to our search strategy that included only articles that
had an explicit nursing focus.
Finally, we found a relative paucity of literature that addressed the ethical issues surrounding euthanasia
in the context of nursing practice, a disproportionate number of articles published from the United States,
and a surprising paucity of recent publications. These findings could be related to the perception that nursing
has been viewed as having a limited role in euthanasia and, hence, the idea that debating the moral
permissibility of the act is outside of the concern of nurses. However, evidence of the importance of the
nursing role, particularly in dealing with those preliminary requests for euthanasia, has been well docu-
mented in the literature.7,68–71 The disproportionate ethical debate generated out of the United States may
also be related to the American Nurses Association’s definitive stance against euthanasia.72 It is under-
standable that this definitive stance would have generated substantial ethical debate, considering client-
administered euthanasia has been legal in a number of states for many years and is currently under
consideration for legalization in others. The somewhat dated nature of many of these articles may not
necessarily reflect current debates, particularly as it relates to the social good, which is largely context
dependent.
The apparent lack of ethical debate from a Canadian perspective is more intriguing. Public advocacy in
favour of euthanasia had been developing within Canada for many years prior to the 2016 legalization of
euthanasia. However, early Canadian literature focusing on euthanasia was largely physician-centric and
thus, nurses may not have been alerted to the implications for nursing practice. Therefore, nurses may not
have fully considered the practical, ethical and philosophic implications of their role in this new practice.
More recently, however, it was widely anticipated that Nurse Practitioners would play a key role, not only in
assessing for eligibility but also in providing the means for clients to pursue an euthanasia. This unique role
for Canadian nurses will likely generate more debate in the upcoming years.
Our goal in this article was to synthesize literature that specifically focused on the discipline of nursing in
relation to euthanasia. This naturally leads to the question of how much of this literature is delineating
ethical and moral issues that would be considered unique to nursing. Arguments based upon ethical
principles, concepts and theories; moral consistency; and the nature of the social good are likely to be
relevant across practice-related healthcare disciplines. Furthermore, the arguments put forward in relation
12 Nursing Ethics XX(X)
to euthanasia are ones that apply to many healthcare situations encountered by nurses. But what about those
arguments based upon the nature of nursing? One might argue that assumptions about nursing’s moral
ontology could be applied to any discipline that might hold similar values (e.g. compassion, dignity).
Likewise, arguments related to the impact that engaging in euthanasia could have on nursing and nurses
could be applied just as well to medicine. However, the nature of the nurse–patient relationship may raise
unique issues. For instance, nurses bear the responsibility of being the care providers who are closest to
patients, witnessing the day-to-day experiences, and at times, suffering, of their patients. Yet, they often
hold little power to influence the care decisions that shape these experiences. Particularly in the context of
euthanasia, where suffering is a key concern, this places nurses in a unique social location. As such, we can
expect that ethical and moral concerns of special interest to the discipline may arise. Further study of these
concerns is important.
In conclusion, despite the relatively small volume of nursing-specific literature identified, the breadth of
perspectives in argumentation was impressive. Disciplinary philosophical arguments, ethical principles,
concepts and theories, as well as social justice arguments were all used to explore the ethical and moral
implications of euthanasia for nursing. Likewise, the relative balance between supportive, opposed and no
opinion provided diverse viewpoints upon which nurses can reflect. Taken together, this literature provides
a fulsome range of positions for nurses to consider as they reflect on their role, both as individuals and as a
discipline, in relation to euthanasia. While not neglecting traditional biomedical ethics, these articles
challenged nurses to look beyond biomedical ethics to other questions relevant to the discipline of nursing.
Is there something about the relationship between nurses and their patients that influences the moral
acceptability of euthanasia? How does nursing’s location in an institutional and social hierarchy, and the
social privilege accorded to nursing in our society, influence nurses’ considerations of social good beyond
autonomy? From an individual perspective, does these articles support nurses to become morally consistent
in our end-of-life nursing practices? In a related paper, we discuss some of the factors for nurses to consider
as they engage with questions about their participation in euthanasia, factors such as their intuitional
responses, the relational impacts of their decisions and their moral coherence with similar end-of-life
decisions.73 Wrestling with questions such as these will provide important intellectual substance for nur-
sing’s ongoing dialogue around its particular relationship with euthanasia. Articles identified within this
review provide a range of arguments from a variety of perspectives for nurses to consider as the develop-
ment of euthanasia continues to unfold within the international context.
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Note
i. ‘Slippery slope arguments, which are regularly invoked in a variety of practical ethics contexts, make the claim
that if some specific kind of action (such as euthanasia) is permitted, then society will be inexorably led (“down
the slippery slope”) to permitting other actions that are morally wrong’ (Benatar, 2011, p. 206).
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